State of Montana
Department of Corrections
Youth Services Division

&
- =

pubiic saaty & Trust Representative Payee Cancellation Request

Fax to (406) 441-1065
Youth’s Name: [youth's full name]
Youth’s Social Security Number:
Youth’s Date of Birth:
Date Youth Left Care:
Returned To: [placement]
Address: [address]

[city], [state] [zip code]

Phone: ( ) -

Other info:

Statement oM ontana Department of Corrections

The Department of Corrections should no longerdeep for this youth, and the benefits
should be suspended until a new payee is selected.

Employee Signature:
Title: Regional Administrative Officer
Phone: ( ) -

Date:

IMPORTANT NOTICE
The transmitted documents are intended only fousteeof the individual or entity named above, amay gontain information that is
privileged, confidential and exempt from disclosureler applicable law. If the reader of this mgesa not the intended recipient,
or the employee or agent responsible for delivettieggmessage to the intended recipient, you aeblerotified that any
dissemination, distribution or copying of the doants transmitted with this transmittal sheet ieyrprohibited. If you have
received this communication in error, please ndtiy sender immediately.
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